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In this paper, we discuss the qualitative dimension of painful experiences by exploring the role of imagination and metaphorical association in the conceptualization and expression of pain. We employ an engaged critical-phenomenological approach to offer original analysis influenced by the perspectives of people in pain. The paper is organized into three parts. Part 1 reviews literature on the expression of pain, its communication, and its reception—attending in particular to the emphasis on verbalizing pain in healthcare contexts. We here discuss benefits and limitations of standard methods aimed at facilitating the meaningful expression of pain (such as “pain scales”) from the perspectives of patients and practitioners, respectively. We suggest that these methods might be importantly complemented by facilitating creative expression of painful lived experiences with respect to personal lifeworlds. Part 2 deals with the role of imagination and metaphorical association in making sense of pain. We explore how imagination is a cognitive and affective mode of experiencing the world which plays a crucial role in determining how pain is experienced, as well as helping to make sense of pain figuratively in relation to the lifeworld. In Part 3, we draw from principles of engaged phenomenology to foreground case studies in which projects have been able facilitate the intersubjective expression of pain. These examples demonstrate the value of attending to the contours of painful lifeworlds in their specificity, affording both agency and accessibility in their communication, while remaining mindful of the complex power relations which govern perceived legitimacy and testimony relating to the transformation of pain. The overall paper aims to contribute to literature on qualitative pain research on both theoretical and practical levels. By exploring the expression of pain through phenomenology, we aim to enrich current debate on the qualitative experience of pain. We also seek to critically highlight the socio-political dimensions which frame painful experiences, their expression, their lived significance, and their treatment.
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INTRODUCTION

For decades, the International Association for the Study of Pain (IASP) defined pain as “[a]n unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in terms of such damage” (1). In an article that has sparked much important debate, however, Cohen, Quintner, and van Rysewyk proposed an alternative definition of pain from that of the IASP (1). These authors drew on the phenomenological experience of pain—as a portent of a threatening future, as a corporeal experience, as a source of meaning, as a threat to existential integrity, and as involving an intersubjective perspective—in order to “embrace pain as a shared phenomenon” [(1), p. 6]1. Their proposed alternative to the old IASP definition characterizes pain as “a mutually recognizable somatic experience that reflects a person's apprehension of threat to their bodily or existential integrity” [(1), p. 6]. The IASP definition has since shifted away from the implication that those in pain are able to describe it, to be better inclusive of those who are unable to articulate pain, such as infants and animals (“An unpleasant sensory and emotional experience associated with, or resembling that associated with, actual or potential tissue damage” [(2)]).

This debate concerning the intersubjective status of pain has been welcomed, even by those who remain unconvinced by alternative definitions, as “an inspiration for broadening our approach to pain assessment” [(3), p. 3]. As phenomenologists, we are greatly heartened by how these considerations have enriched contemporary debate in the clinical sphere. Having previously argued that it crucially matters how pain is constituted in experience within an intersubjective (social and political) context, and that this affects the very painfulness of a given experience (4, 5) we also greet this discussion concerning the shared dimensions of painful experience with enthusiasm. It is similarly heartening to see the biopsychosocial model of pain gaining traction in research and practice as a means to recognize how intersecting biological, psychological, and social determinants all contribute to the overall experience of pain (6, 7) and that none of these determinants taken in isolation will sufficiently capture painful experience in its complexity. We feel that this promising discussion of pain and its intersubjective dimensions calls for sophisticated critical-phenomenological analysis specifically concerning the creative expression of pain, which is an integral part of any pain assessment and subsequent sense-making of pain2,3. This is especially pressing since people experiencing pain—particularly in its chronic forms—stand to benefit from potential theoretical insights put into practice [cf. (8)]. Indeed, disabled activists, scholars, and communities have long called for a reevaluation of the treatment of pain and the uncritical equivocation between pain and broader structures that sustain suffering [(9), p. 203]. Intersubjective sense-making may not amount to straightforward healing or alleviation of pain, but it nonetheless involves an important transformation of relations that affords control and agency to those experiencing pain.

As phenomenologists, we want to remain faithful to this lived experience of complex communicability, expressivity, and amelioration regarding pain and its treatment. Phenomenology is a rigorous philosophical approach that explores how objects of experience present themselves and how they become meaningful [(10), p. 9]4. In this article, we draw especially from the critical-phenomenological approach, which “combines insights regarding embodied lived experience with analyses of socio-political structures and power relations which frame, inform, and shape that experience” [(11), p. 4]. We hope to introduce readers to key phenomenological concepts, alongside illustrative examples, with which to explore issues relating to the amelioration of painful experience. By attending to the role of imagination and metaphorical association in experiential constitution, from sensation to sociality, we offer a critical-phenomenological account that takes seriously the transformative potential of shared expression in this regard. Moreover, we draw from principles of engaged phenomenology to challenge “assumptions around narrativity and privileged articulacy,” to remain “mindful of how experience is lived through constellations of relations with others,” and to consider “the transformative potential of [people] sharing their experiences in meaningful ways, rather than merely assessing their ‘utility' in academic terms” (12). The case studies in this article are, along these lines, intended to illustrate the various ways in which pain can be transformed through intersubjective expression, while also attending to the complex power relations which govern perceived legitimacy and testimony relating to discussion of pain.



ON THE EXPRESSION OF PAIN, ITS COMMUNICATION, AND ITS RECEPTION

The sensations of my own body may be the only subject on which I am qualified to claim expertise. Sad and terrible, then, how little I know. “How do you feel?” the doctor asks, and I cannot answer. Not accurately. “Does this hurt?” he asks. Again, I'm not sure. “Do you have more or less pain than the last time I saw you?” Hard to say. I begin to lie to protect my reputation. I try to act certain [(13), p. 70].

It is often felt by people experiencing pain that they are expected, as patients, to offer linguistically articulate expressions of pain with purported medical utility; while the amended IASP definition goes some way to separating description and experience of pain, verbal expression is still a key part of clinical evaluation (e.g., rating pain on a scale of 1–10). In some academic contexts, by contrast, pain is assumed to be ineffable, intrinsically private, and impossible to communicate [(14), p. 53]. Both of these approaches to pain problematically obscure a more complex reality—a matter that significantly motivated Cohen et al. (1) in the formulation of their alternative definition. The creative expression of pain has a long history, and contemporary patient groups and disability activists have been able to facilitate profound communicability through poetry, imagery, and all manner of communal artistic expression (see Part 3). It is very much possible—and often vitally important in relations of care—to receive another person's expression of pain, to understand something of its painful nature, and to demonstrate this understanding. We can accept this philosophically without requiring an identity of experience between the person in pain and their companion(s) [(9), p. 206; (4), p. 106]. We know intuitively when other people “get it”. In this way, pain assessments are not merely instrumental means to understanding pain from a medical perspective; from a patient's perspective, this can be an important ethical interaction that can offer a sense of connection or alienation, depending on how the pain expressed has been received in this context.

Given that people are rarely offered other explicit opportunities to express their pain in the process of diagnosis and treatment, this encounter can take on additional and perhaps disproportionate significance. It is unclear that the assessment of pain can itself serve as a therapeutic intervention, and yet the responses of practitioners can here set the tone for how people relate to their pain moving forward. Without alternative avenues to explore shared understanding of pain, so much can depend upon this particular clinical encounter. This is not lost on practitioners, who are often acutely aware of how the multiple demands on the clinical encounter can compromise opportunities for compassionate care. As Disher (15) writes:

It is concerning to imagine to what degree we may be failing to help our patients by assuring them that concerning feelings are “normal” or by being unable to understand the experience they are describing. It is not uncommon to have a sense that something is being missed, and one wonders if a phenomenological toolkit that could be quickly at hand could be used in these moments to support assessment, diagnosis, and treatment [(15), p. 1,097].

The experience of shared understanding can have a hugely significant impact on the experience of pain itself (16). This shared understanding is often made possible by enabling people in pain to explore the shape of their pain and its impact with respect to their life as a whole—this concerns how the phenomenon of pain presents in the context of a particular lifeworld, to use a phenomenological term [cf. (17)]5. While the pain itself may linger, with no particular end in sight, a transformation of painful experience can be facilitated through meaningful intersubjective expression of pain, in which, as Hovey writes, “patients become people again” [(18), p. 12]. This can be the impetus for both attitudinal and material change in lifeworlds of people in pain. Painful sensations are put into relief by experiential circumstances which are not always inevitable but about which people can feel more or less hopeful depending on this perceived possibility of change:

Do I trust in any healthcare provision to which I have access? How long do I anticipate this pain will continue as a result, and does that anticipation feel bearable? Does this pain feel shameful, and do I feel worthy of care? These aspects of the painful experience may, in fact, problematically intensify or normalize these very pain sensations, depending on the intersubjective social and political context within which I find myself [(4), p. 109].

Opportunities to discuss pain this broadly are rare in clinical encounters, which are primarily focussed on curing the physical body of its malady. However, without a detailed sense of how pain manifests in the lifeworld, medical consultation can feel frustratingly generic and detached for patients [(19), p. 3]. Especially in cases of chronic pain, individual painful circumstances shape and color the lifeworld and, in “attending to these complexities of painful experience and associated suffering, a radically different notion of care may emerge as appropriate for each person beyond unsympathetic and clinical elimination of pain altogether” [(4), p. 111]—it is, after all, not always possible for treatment to offer a straightforward “cure,” and the unique significance of chronic pain for the patient must be taken seriously when exploring alternative treatment avenues. Ideally, treatment would respond specifically to the expression of pain for each individual in their particular situation.

So what is it like to have one's pain subject to the assessment of another? When I close my eyes, tense my body, and hold my breath when it hurts, try as I might not to flinch, what does this bodily expression tell you about my pain? What if I tell you it burns, or it feels sharp, or it aches? How can you know what this pain means to me? Given that painful sensations are only given directly in first-person experience, the attempt to gather up subjective pain into expression can feel particularly fraught. Indeed, as the IASP has come to recognize, not everyone experiencing pain is able to do this. Famously, in her seminal work The Body in Pain, Scarry argues that pain can “destroy language” [(14), p. 53]. Deep pain can indeed render linguistic expression, or even the attempt to conjure up words, void and impossible, such that a person in pain can but cry out in agony. It is interesting, however, that Scarry extrapolates from the impossibility of linguistic expression to claim that pain “brings with it all the solitude of absolute privacy with none of its safety, all the self-exposure of the utterly public with none of its possibility for camaraderie or shared experience” [(14), p. 53]. Certainly, the urgency and aversiveness of painful experiences can underscore the fundamental separation between first and third person perspectives; it is precisely when we most need someone to understand our pain, to care that it hurts us, and to know how to cure it that others “can turn away in disbelief and disregard,” since the pain is ultimately subjective [(4), p. 106]. To a certain extent, if someone tells you their pain is unbearable then you can but take their word for it (or choose to disbelieve); you cannot verify this claim with firsthand experiential evidence. However, we contend, unlike Scarry, that this appeal and desire for others to understand our pain actually discloses a very real possibility for the “camaraderie and shared experience” that she suggests pain might prevent.

Without discounting the plausibility of painful experiences in which people feel absolutely unreachable and inconsolable, we can, in fact, conceive of instances in which painful experiences are recognized and meaningfully understood by others without direct access to the painful sensations themselves. Such relations of empathy make it possible to offer care or cure, and these relations can develop between loved ones, between people who discover their respective pain bears resemblance, and importantly between patients and practitioners. Recognition that pain can indeed be shared in this intersubjective sense led Cohen, Quintner, and van Rysewyk to emphasize “mutual recognizability” in their alternative definition of pain [(1), p. 6]. They draw from Martin Buber's phenomenological analysis of first and third person perspectives, among other approaches, and conclude that the clinical encounter is, or should be,

a legitimate (socially sanctioned) and safe communal space in which both parties can accept and negotiate the meanings of the experience, including the testing of boundaries, thereby creating a therapeutic relationship [(1), p. 5].

As much as practitioners might aspire to facilitate such a space, this description is very much idealistic; in reality, imbalances of power, intercultural barriers, competing demands on time, negative prior experiences, pressure on resources, and other such factors can color the clinical encounter and prevent the negotiation of meaning in therapeutic terms (4).

It is important to note, given that the clinical encounter can be fraught, that individuals are, of course, capable of self-reflexively altering their experience of pain outside of medical spaces. This is not, however, the same as expecting individuals to simply “get on with it” alone; those looking to ameliorate pain must recognize that external support structures play a key role. This much is already recognized by most biopsychosocial conceptualizations of pain (6, 7). Isolation, loneliness, and rumination have also been linked to the exacerbation of the painfulness of experiences. These magnify the undesirability of the experience, and feelings of helplessness are core components of catastrophic thinking that can diminish recovery in the “functioning” of pain patients (20, 21). Positive interventions are most often facilitated within a fretwork of social relations, which more or less explicitly encourage and make possible the individual transformation of painful experience [cf. (22)]. It is crucially important that conceptions of pain do not treat people as solely and individually responsible for making sense of their painful experiences, since the circumstances that have enabled one person to address their own pain may not be afforded to other people. The clinical encounter thus garners much of its significance in the analysis of painful experience from the fact that it is the common space in which one seeks a medical explanation and assistance that cannot be found elsewhere (23). This does not mean that the encounter will necessarily represent the beginning and end of a person's understanding of their own pain. The encounter is, however, framed by these specific concerns, and the expression of pain is understood by each party in this interaction accordingly. For a medical practitioner, a meaningful expression of pain might importantly reveal details pertinent to a diagnosis or relevant for signposting a patient to better support. For a patient, as illustrated by Biss's account quoted at the beginning of Part 1, it can be unclear which expression of pain will be recognized and accepted as valid by others. Most (in)famously, pain scales have highlighted verbalized expression as key to medical understanding of pain.

Medical tools to assist the expression of pain proliferated in the twentieth Century, especially in the West after the Second World War, including three key models of pain measurement: “psychophysics, multidimensional questionnaires using standardized descriptors, and scales which rate the intensity of pain” [(24), p. 15]. In 1939, Dallenbach listed 44 words in total to, respectively, describe “the temporal course of pain, its spatial distribution, fusions or integration with pleasure, affective coloring, and qualitative attributes” [(24), p. 16–17]. The McGill Pain Questionnaire was developed in 1975 by Melzack, in consultation with panels of students, patients, and doctors, to identify words to describe sensory, affective, and evaluative dimensions of pain and to rank these words according to pain intensity (25, 26). Gracely and Dubner (27) sought clinical utility and accuracy in their proposed five properties of an ideal verbal pain measure, as well as seeking the possibility of absolute valid comparison of pain across groups. From pain charts (28) to descriptive terms (25) and visual-linguistic scales (29), these developments helped medical practitioners and researchers to recognize the utility and importance of subjective reports of pain, as well as furnishing them with means to record something resembling a pain “measurement.” Indeed, by the late 1990s, nursing literature began to refer to pain as “the fifth vital sign” (30). These notable and influential examples from twentieth century Western medicine, to mention just a few, illustrate how endeavors to facilitate the expression of pain have developed with respect to medical understanding.

While the medical profession now largely recognizes the importance of taking reports of pain into account, the communication of pain through scales and measures can be challenging for people experiencing the pain firsthand. Eula Biss (13) further describes the difficult process in her creative writing essay “The Pain Scale”:

Determining the intensity of my own pain is a blind calculation. On my first attempt, I assigned the value of ten to a theoretical experience—burning alive. Then I tried to determine what percentage of the pain of burning alive I was feeling.

I chose thirty percent—three. Which seemed, at the time, quite substantial.

Three. Mail remains unopened. Thoughts are rarely followed to their conclusions. Sitting still becomes unbearable after 1 h. Nausea sets in. Quiet desperation descends.

“Three is nothing,” my father tells me now. “Three is go home and take two aspirin.”

It would be helpful, I tell him, if that could be noted on the scale [(13), p. 72].

When the pain scale becomes the medium and vehicle for the expression of pain, “the questionnaire displaces the patient's own story, sidesteps the issue of pain's private meaning, and disrupts the potential for humane communication between patient and doctor” (31). The encounter means something crucially different to patients and practitioners, however much interpersonal relations of care mediate their communication, as Cohen et al. (1) might hope. As Padfield notes, “[b]y the time a patient ends up in a pain clinic there can be a wide gulf between the agendas of patient and clinician [...] and the significance it holds for them both. There is thus an urgency to find a means of crossing that gulf” [(32), p. 151].

Cohen et al. (1) do, however, offer a clue in their article as to how to realize a sense of intersubjective and mutual recognition of pain: “Through creative expression,” they say, “differences of point of view can be resolved and new possibilities are allowed to emerge” [(1), p. 5]. Creative expression is here upheld as key to facilitating understanding of pain between the person in pain and potential practitioners who might bear witness. But why restrict such expression to the consulting room and to the remit of the medical profession? What extraordinary transformations of pain might be rendered possible if practitioners could signpost to creative outlets, or if people could creatively express their pain in communities where they already feel at home? And finally, given that creativity is here seen as integral to the processing of pain, how can we address inequalities that can preclude people in pain from expressing themselves freely? As critical phenomenologist Cressida J. Heyes observes:

Ordinary life in the context of the pressures of postdisciplinary neoliberalism often feels compressed, demanding, teetering on the edge of possibility, utterly draining, yet also out-of-control, micromanaged by distant institutions and individuals. The response from even the most privileged individuals cannot always be to sit up, pay attention, work harder, work to change ourselves [... Sometimes] the only possibility of resistance (or even the only viable response) might be to detach from experience, to evade pain and fatigue, to slow down, and [...] to alter or even to lose consciousness [(33), p. 7].

For this reason, attempts to offer generalizable solutions or frameworks that might facilitate the expression of pain are unlikely to succeed in attending to the particular lifeworlds of people experiencing pain. General frameworks risk replicating social, political, and economic determinants of pain and will almost certainly limit the creative scope for people to explore their own painful experiences. A far more radical understanding of the role of imagination in the expression of pain can take us beyond the use of pain scales and toward a transformation of social and material conditions. To this end, we turn to critical phenomenology as an approach that “seeks not only to describe but also to repair the world” [(34), xiv].



PHENOMENOLOGY OF IMAGINATION AND EXPRESSION

Phenomenology, as a philosophical approach, explicitly concerns itself with understanding and explicating processes of embodied meaning development. Phenomenology thus offers a way to address and understand pain as it is lived through and comes to bear meaning—an aspect of experience that is often overlooked by pathological or clinical accounts which emphasize dimensions of pain which are broadly quantifiable (9). It is vitally important to acknowledge that individuals experience and respond to pain differently within the same cultural contexts, and that pain is therefore not straightforwardly determined by external structural factors only [though these factors manifestly and importantly matter, as evidenced by critical-phenomenological analysis: see (4)]. While people become familiar with their pain through shared intersubjective environments and norms, their experience of pain develops and accrues distinctively within the particular context of their individual lifeworlds, and thus pain is constituted and embodied differently according to personal context and circumstance.

Phenomenology is sometimes characterized as the neutral description of the world as it is perceived from the first-person perspective, free of presuppositions and normative judgment; the approach is therefore sometimes criticized for taking individual experiences too seriously and for abstracting structural considerations out of the picture [(35); cf (36)]. There is, however, a promising thread within the phenomenological tradition that acknowledges how reflecting on experience can actually open up possibilities for affecting change (12, 37–40). This conception of phenomenology makes explicit the fact that “the phenomenologist renews their understanding of certain phenomena in the world—at a particular time and in a particular place—through the activity of critical reflection, and this reflection generates a new orientation and world-view with respect to the lifeworld” (12)6. The process of taking a reflective stance toward lived experiences can enable their transformation and renewal—phenomenology can help to illuminate the significance of objects in experience, explore which aspects of their significance are structural or contingent, and aid the expression of lived experience toward meaningful change [(40), p. 87]. This can be a particularly liberating avenue when some aspect of experience presents itself as especially urgent—perhaps, for example, during a painful experience.

The creative dimension underlying the transformation of sense is something that we hope to illuminate in this article, with a view to aiding practical understanding of imagination in the ameliorative expression of pain. Transforming how one understands and relates to one's pain—especially chronic pain—can have dramatic effects on everyday life. Having given an overview in Part 1 of the expression of pain in clinical assessment, we now delve into a phenomenological analysis of how imaginative expression enables people to make sense of their pain.

When experiencing pain, people are sometimes able to imaginatively shape their conception of their painful feelings to cope better with their impact (41–43). In this context, we argue that imagination should be conceived as a cognitive and affective strategy for transforming lived reality and making sense of personal experience. Traditional conceptions of imagination have, by contrast, upheld a distinction between body and mind, and have generally associated imagination solely with the “rational” side of the human being; as Irving (44) astutely points out, “it is curious [...] that the imagination is often seen as the faculty of fancy and a disengaged mind rather than as constitutive of bodily experience and practice” [(44), p. 298]. It is, indeed, strange to assume that imagination concerns only an abstract and disembodied “mind,” since the range of imaginative possibilities garner their meaningful significance precisely through the embodied entanglement of emotion, biology, and lived experience. On this matter, phenomenology is an approach that explicitly recognizes the character of the body as both a material object and a living organism. Throughout canonical phenomenology, the physical and psychical components of the self are not conceived as separate ontological entities, but are instead considered integral to understanding the body as a whole (45–47).

For the purposes of this article, we are interested in the following two aspects of the expression of pain: (a) how the imaginative process incorporates the experience of pain; and (b) how the expression of pain may be facilitated through metaphorical association. To these ends, we hold that imagination should be understood in relation to the “as-structure” within associative experience. Imagination is, in this sense, can be understood as a particular form of “quasi” perception, as Summa, Fuchs, and Vanzago explain with the following example:

If you try to imagine how it would be to meet a friend you haven't seen since your school time, you would somehow find yourself exploring that possibility: for instance, you would try to figure out how this person might look now after so many years, how s/he may have changed while still having some of the same bodily and/or expressive traits; also, you may imagine how it would feel like for you to have this person sitting nearby after so much time, etc. [(48), p. 6].

Imagination is thus better conceptualized as a form of “quasi” perception; in this example, my perception is overlaid as if my school friend were here now, even if I am fully aware that they are actually not here. The imaginative association is based on the as-structure, which Tengelyi similarly explores here, again from a phenomenological perspective:

Wherever something is taken as something (this as that), i.e., wherever something is in reality complex, manifold, disparate and even, upon individual consideration, is of a different kind than another, counts, from a certain point of view, as the same as the other (as being identical with the other), we may witness the emergence and the fixation of sense, making sense approachable, available, and even graspable [(49), p. 80].

This mechanism based on the as-structure thus reveals how consciousness receives, associates, or constitutes something within experience as meaningful in a given way. For example, I experience this pain as normal or familiar, as located in my head, as something to which I can attend in various ways—and this happens below the level of deliberate consciousness. While I can actively imagine what it might be like for my school friend to be here now, there is a more passive sense in which prior association through the as-structure renders the whole experience as intelligible and recognizable at all. Sense-making is, in this way, a complex process that involves multiple evolving as-structures. Moreover, certain especially critical moments can shatter prior understanding (and its related as-structures), demanding new conceptions in order for lived experience to make sense anew. Experiences of pain can comprise this kind of transformative event. Indeed, experiences of pain viscerally demonstrate that imagination is rarely a straightforwardly neutral mental exercise, but instead importantly involves an affective dimension:

[I]magining [...] involves something more like genuine rehearsal, “trying on” the point of view, trying to determine what it is like to inhabit it. It is something I may not be able to do if my heart is not in it. If we understood better why imagining [...] requires your heart to be in it, we would understand better what is being resisted when we resist [(50), p. 105].

We argue that imagination plays a crucial role in determining how the self makes sense of experiences of pain figuratively. Imagination is not only understood here as a cognitive tool, but also as a practical and situated way of dealing with painful experiences that is not always straightforwardly conscious. So what is special about imagination and why do we believe that focusing on imagination can inform pain treatment in a practical sense? First of all, it is crucial to bear in mind that pain is not a thing, a state, or a condition, but rather a “process that involves the whole person and whose complexity lies in the way it implicates all kinds of different biological structures and layers of meaning” [(51), p. 121]. Pain is therefore a phenomenon that cannot be categorized straightforwardly as a sensation or feeling, since it involves the totality of the human self (51, 52). The imaginative and figurative conception of pain can therefore be understood as an attempt to grasp this complex phenomenon through the as-structure. As Scarry points out, pain can be experienced as if it is caused by something coming from outside the body [(14), p. 12]. Ahmed (53) similarly grasps this aspect by pointing out that “we construct imaginary objects or weapons to take up” and with which to grasp experiences of pain [(53), p. 21]. We might imagine the intrusion of an external object into our bodily space and then seek to re-establish inner balance by addressing the implied cause of our pain. The absence of an actual object that causes the painful feeling is thus complemented by a metaphorical sense, and a related description, of some imagined material thing. In describing one's personal pain, it is not unusual to employ expressions such as “I feel pain as if there are needles on my skin” or “my stomach hurts as if it is burning”. All these linguistic expressions should not be understood only as idiosyncratic means to express pain, but rather as potential modes of communication with others. As Geary (54) shows, metaphors are employed creatively in expressing states that are resistant to expression, and pain is an especially notable form of experience which challenges linguistic communication. Indeed, metaphor can express a non-verbal as-structure conceived prior to the intersubjective encounter, but only rendered communicable in that instant (i.e., “I realize now that my pain has always felt like needles on my skin, though it has only just occurred to me to express it like that to you.”).

To explore this sense of the as-structure in another example, let us consider Ahmed's description of menstrual pain, in which she writes that,

In the example of period pain [...], I also create an imagined object. The pain is too familiar—I have felt it so many times before. I remember each time, anew. So I know it is my period, and the knowledge affects how it feels: it affects the pain. In this instance, the blood becomes the “object” that pushes against me, which presses against me, and that I imagine myself to be pushing out, as if it were an alien within [(55), p. 27].

Again, Ahmed points out that we shape the object of our pain by individuating a part of our own body as the cause of the painful sensation. By means of our imagination, we individuate, separate, and give a new form to our self-understanding of our own body, e.g., the blood in the example above. The bodily part, felt as if it was an external object, is then objectified as something potentially or actually harmful. Leder describes a similar sense of “sensory intensification” in which the painful area of the body “suddenly speaks up” thus interrupting and overwhelming experience—a hyper-presence he calls “dys-appearance” (56). In pain, we can experience body parts in their materiality, as physical objects that we recognize as our own but over which we have little control. Pain thus paradoxically makes us recognize our bodies as physical entities, and accordingly enhances a sense of alienation from our own corporeality. In attempting to make sense of this experience, we can resort to imaginative construction. As Grüny (51) describes, linguistic expression is a way of making sense of this alienation:

my abdominal pain feels as if I was being stabbed not just because this is my way of externalizing and objectifying a private experience, [...], but because I really do feel assaulted by an alien force that alienates part of my body, and I find myself nailed down without any way out [(51), p. 130].

These critical moments which give rise to the new formation of sense can be understood with reference to the as-structure. Alteration to the as-structure—when an experience previously received as “this” now makes sense also, or instead, as “that” —involves a breaking down of sedimented norms and expectations. This breakdown can also demand a revision of the relatively fixed narrative in which the original self-understanding was emplaced. Metaphor exemplifies the plasticity of the as-structure and its transformative potential; the creative reimagining of pain through metaphor makes possible new ways of being and relating. These considerations also lead us to recognize that painful experiences cannot be fully understood in quantitative terms. Although clinical practitioners sometimes need to grasp a patient's pain very quickly—calling for the use of a “pain scale” in some cases—in other circumstances (like chronic pain), the challenge is centered around managing pain through longer-term strategies in which the presence of personal pain is acknowledged and understood. In pursuit of this goal, the employment of imagination and metaphor offer potential both in a clinical context and for making sense of the broader lifeworld of the person in pain.

Practitioners might take up metaphorical language in order to make abstract medical knowledge accessible to patients (practitioner to patient); patients may want to express sensations, bodily feelings, and their psychical impact through metaphor to clinicians [patient to practitioner, see e.g., (57)] or to relate to others with similar experiences. This latter case (patient to patient or person to person) is of particular interest for the purposes of this article, because it captures the therapeutic potential of reaching an understanding with others in the mutual recognition of pain, as explored in Part 1. As Lakoff and Johnson explain in their seminal work Metaphors we live by, metaphor ought to be seen as “a matter of imaginative rationality” [(58), p. 325]. Metaphors make it possible to express and understand a given experience in terms of another through the as-structure by preserving coherence and mutual understanding. Far from being a mere rhetorical device, metaphor is not so much linked to language or intellect as with shared conceptual structures “including aspects of our sense experiences: color, shape, texture, sound, etc.” [(58), p. 235]. That metaphorical language deals with human experience in a holistic sense is an aspect of pain expression that we consider to be salient. In these respects, as phenomenologists, it is our primary occupation to recognize “the situated experience of the subject, not only in terms of ‘personhood' and abstract ‘rights' but, also and above all, as embodied and situated” [(4), p. 112].



COLLECTIVELY MAKING SENSE OF PAINFUL EXPERIENCES

There is already widespread acknowledgment that imagination can be used to alter personal approaches to painful experiences. This kind of intervention effectively encourages the person in pain to find a way to express the pain to herself or perhaps to a practitioner who facilitates the intervention. Particularly in response to cases of chronic pain, pain without a known physical cause, or pain for which there is a long wait for treatment, practitioners have developed various frameworks and interventions through which patients are encouraged to renegotiate their attitude toward their pain to improve everyday life. Carel (8), for example, presents the idea of a phenomenological toolkit for patients—and, in fact, a whole facilitated workshop [cf. (15)]—as a means for people to attend to their relationship with their illness, to explore the ways it has changed their life, and to gain new understanding in light of these considerations.

The demonstrable benefits of these schemes are not in question here. As critical phenomenologists, however, we are interested in how shared understanding can facilitate transformation of painful experiences for the better—especially when the meaning is co-developed within a group dynamic of shared power to address marginalization. To this end, we are particularly curious about how endeavors led by people in pain have not only altered individual personal attitudes toward private pain, but also how they have transformed social relations in the medical contexts where they have taken place. These kinds of projects have the additional benefit, over more individualized approaches, of enabling horizontal cross-pollination of ideas across groups of patients, practitioners, communities, and others—developing networks of shared knowledge and more resilient means through which to transform the conditions which sustain or exacerbate painful experiences.

Approaches like this, which are able to foreground cultural contexts, importantly enable people experiencing pain to explore aspects of their intersubjective circumstances which exacerbate and sustain their painful experiences. As critical phenomenologists, we understand our experience “as emerging from structures of space, time, and embodiment; and always at the same time from contingent social and political structures that also constitute it” [(33), p. 134]; we therefore also understand cultural contexts as playing a crucial role in the constitution of painful experience and the lived possibility of its expression. The situated network of connections associated with a person in pain is highly pertinent to discussion of painful experience. From the perspective of someone experiencing pain, “[i]solation creates an additional layer of pain leading to depression, despondency, feelings of loss, purpose and value” [(18), p. 12]. As noted by Hodge, Itty, Samuel-Nakamura, and Cadogan, a pervasive sense that “we don't talk about it” (i.e., experiences of pain) can mean that “discussing such experiences can bring additional pain, suffering, and hardship to the family or community” [(59), p. 5]. This is a highly relevant consideration when it comes to addressing intersubjective contexts, which can serve to exacerbate or potentially ameliorate the lived significance of pain. Indeed, as Patsavas (9) notes, “when cultural discourses construct pain as the cause of feelings of devastation, they oversimplify complex cultural, historical, and political phenomena. More than that, they prevent us from examining the structural conditions that make experiences of chronic pain tragic” [(9), p. 204]—and these conditions are far from uniform across diverse contexts. Efforts which emphasize the specific meaning of painful experience for people in pain and which afford them agency in expression can, however, work toward mutual understanding and the transformation of painful experiences. When people experiencing pain are not simply framed as “patients” but instead as persons who have subjective interests, priorities, motivations, and capacities, holistic treatment of pain can facilitate and take seriously the importance of personal expression of pain with respect to their particular lifeworlds. Expression, in this context, must itself be imagined and regarded by people in pain as possible, as worthwhile, and as valued.

As we argued in Part 2, imagination plays a crucial role in the interpretation and reception of painful experiences. In this section, we explore some tangible examples that illustrate how people experiencing pain can find meaningful and transformative ways to share their perspectives (12). Shared endeavors enable participants to develop shared imaginaries through which they can make sense of their pain together. Painful experiences in these projects are not regarded as identical, nor are they presented as straightforwardly accessible to others. Nevertheless, projects like these proceed on the assumption that meaningful shared understanding of pain and its effects is worth pursuing—that coming together to understand painful experience is itself worthwhile and can affect change within contexts that “produce and sustain subjects in pain, as they are alternately marginalized, disbelieved, prioritized, or cared for” [(4), p. 102]. In this way, the conditions which shape experiences of pain can themselves be improved by those with firsthand knowledge of their effects. As phenomenologists, we are interested in how this important transformation of relations can afford control and agency to those experiencing pain, and specifically to those whose voices are otherwise marginalized. By introducing some key phenomenological concepts alongside illustrative examples, we hope to offer up a theoretical toolkit for pain researchers and clinicians with which to explore these issues. As such, we here review how different approaches can make it possible for individual experiences of pain to resonate through shared imaginaries and in the exploration of holistic treatment.


Pain Cards

Quantitative and qualitative analyses have shown that the use of imagery in medical consultations improves the perceived quality of the session and encourages a more collaborative atmosphere in the consulting room (60, 61). Linguist Elena Semino shows that pain cards—a set of laminated images representing aspects of pain—can encourage patients to volunteer descriptions of their experience without solicitation by the practitioner, affording them more agency over the discussion topic and over the pain itself (61, 62). The images on the cards are open to interpretation. For example, one photo depicts a person's mouth closed with a clothes peg, while some others show a rag doll struggling to navigate a human-sized world [(63), p. 50–51]. There are 52 cards in total, offering up a variety of metaphorical images with which to express one's pain. After choosing a card, patients explain why and how they made this decision; this gives them the opportunity to reflect on which aspects of their pain they want to openly discuss. Topic control, as Semino reports [(61), p. 274], is an aspect of the practitioner-patient interaction that indicates power relations. For the patient in consultation, pain cards are tools that grant them epistemic agency; this shift can adjust the balance in power relations and give the patient the opportunity to use visual depiction of their pain to enhance linguistic expression:

The patient uses the image of the rag doll in the PAIN CARD as inspiration for describing herself via a simile (‘when I'm completely like a rag doll'). The following explanation clarifies the basis of the similarity: there are times when the person is so exhausted that, like a rag doll, she cannot walk. […] This patient uses a particular PAIN CARD as a springboard for a figurative description and a narrative that introduce three aspects of her life with chronic pain [(61), p. 281–282].

It is also significant that the use of pain cards does not so heavily rely on linguistic ability and instead relies on “visual imagination,” whereas pain scales are often less accessibly “designed for people who find adjectives and adverbs useful for them” [(60), p. 27]. So with the use of pain cards, patients with a range of linguistic backgrounds and abilities can regain a sense of agency in clinical encounters and can find figurative means to express how they feel. Indeed, Padfield et al. (64) argue “that exploring meaning is an essential part of understanding pain better, and that images introduced into an encounter become catalysts for both meaning-making and change” [(64), p. 80]—offering a practical means to enact a translation and transformation of the as-structure we described in Part 2.

More than this, however, as these authors suggest, a more radical sense of agency and connection is made possible where patients have designed the pain cards themselves:

[The pain cards] have been co-created with other pain patients and so could be seen as placing the bodies of other patients within the communication process. In another consultation for example, after using the cards, one patient says “At least I know I am not on my own” [(64), p. 78].

Though the authors only briefly remark on this mediated interaction between patients through the pain cards, the fact that other people in pain have created the figurative medium through which these interactions are facilitated is significant. No longer completely isolated, as Scarry (14) describes, in “all the solitude of absolute privacy with none of its safety, all the self-exposure of the utterly public with none of its possibility for camaraderie or shared experience” [(14), p. 53], the patient using pain cards is participating and reappropriating shared meaning in ways that can exceed the clinical encounter.



Connections

Indeed, political agency, communal engagement, and social awareness can emerge in many ways from such projects—not so much to attest a given state of affairs regarding pain, but rather to express a point of view and related feelings. The Face2face project powerfully illustrates this point [cf (65, 66)]. Facilitated by Zakrzewska and Padfield, the project was aimed at improving dialogue in the consulting room (using pain cards) and supporting people in pain in the creative depiction of their own pain. Participants were invited to collaborate on the co-creation of “pain portraits.” Rather than “being an object on the other side of the lens” they used “objects, materials and the relations between them to evoke the internal abstract experience of pain, making it visible” and thus participants were “in charge of how [their pain] is seen by others” [(32), p. 155]. This resulted in the production of metaphorical images ranging from “exposed wires or rotting fruit” to more involved photographic experimentation [(32), p. 159]. The co-creation of pain portraits in this way made it possible for participants to regain some agency over their own pain and to challenge power dynamics in the medical setting. In fact, the process of creating a visual depiction of their pain not only helped participants to express their lived experience, but also initiated the renewal of sense-making with respect to their pain—a transformation of the as-structure. These types of interventions give people back the sense of control that long-term conditions can very often take away. Moreover, since these approaches do not treat participants as anonymous patients but instead respect the differences between people in pain and their individual situations, they can catalyze connection in something of a snowball effect. Aldous (63) participated in the Face2face project, for example, and describes how this “allowed me a chance to tell my story, to feel listened to and also to develop my own belief in my ability to identify triggers, reduce negative thoughts and improve my sleep” [(63), p. 52]. Consequently, as an occupational therapist, she was able to find ways to take up what she had learnt as a participant in her own practice with others:

I have been able to harness my own experiences and have used considerable effort and have used considerable effort to help others through their problems through creative participatory arts projects across our town. [...] I returned to work as occupational therapist [sic] with the eating disorders charity. I continued to incorporate the use of imagery alongside the cognitive behavior therapy protocol for eating disorders as a way of encouraging my clients to discuss their relationships with food and emotional states. This proved to be very powerful and not dissimilar to the way in which the PAIN CARDS are used in consultation.” [(63), p. 55].

Aldous' translation of her experience as a participant to her practice in her life and work more broadly exemplifies how people can share imaginative expression of pain across intersubjective contexts when health is conceived as part of networks of social relations. Agency and connection can be thus regarded as key aspects of how these alternative approaches to the expression of pain can transform the relations excluding or supporting people in pain.



Zines

It may be more appropriate, in some cases, for the imaginative exploration and expression of pain to take place more concretely outside medical contexts. In many ways, decentring the clinical encounter can liberate the expression of pain from discussions that seek to “treat” or “cure” pain, and instead open up more creative and intersubjective avenues. Ache Magazine exemplifies this spirit, spanning the space between zines and magazines. Kirstie Millar, one of the editors, writes in the first issue about how Ache aims to bring together the voices of “self-identifying women and non-binary people,”

to explore, question and articulate our experiences with illness and pain. No illness is identical, our identities and our bodies unique [sic]. But through our collective and shared experiences, we can shift the conversation and be heard [(67), p. 4].

As an independent publication run by volunteers, Ache circulates poetry, literature, fiction, and visual art through which contributors and readers can explore their lived experiences. Poems in this first issue include “The Art of Blacking Out” by Annie Dawid, [(67), p. 6–7], “Prayer to Migraine” by Helena Hinn [(67), p. 20], and “Quantifiable” by Mel Reeve. The project demonstrates how the expression of pain can mediate both personal interests and the social spaces afforded to these people.

Zines have been used as an “alternative” means of sense-making for decades, sometimes explicitly in opposition to the medical setting, largely due to the accessibility of both their production and circulation. The Do-It-Yourself (DIY) ethos behind zines underpins their political potential, as summarized by Duncombe in Notes from Underground: Zines and the Politics of Underground Culture (68): “make your own culture and stop consuming that which is made for you” [(68), p. 7]. Holtzman et al. (69) notes how creating zines is relatively simple and affordable, since “all that is needed by an individual with a desire to express her/himself is access to a photocopier” [(69), p. 49]. Zines are made by juxtaposition and assembly of existing pre-constituted material. Zine creators are, in this way, able to refract their personal experiences as part of a wide intersubjective context. As Radway points out, they should not be read as idiosyncratic expressions of individuality:

I think zines should be read more for their radical generativity, for the way they combine and recombine rich repertoires of contradictory cultural fragments. They are experimental, multifarious performances, it seems to me, instantiations of multiple subject-positions [(70), p. 11].

Since zines are typically self-published, or published by small independent presses, they often circulate through localized networks and personal connections—through word-of-mouth and also, more recently, online. Access to zines is thus independent from institutional health settings, often deliberately so; zine production and dissemination instead relies on the self-organization of people who want to share their lived experiences in dialogical and creative ways. This can represent a powerful means for people to make sense of their experiences and make connections with others, sometimes in relation to experiences of illness and pain. Keyes, Peil, Williams, and Spiel, in their commentary on zines, note that,

Devalued identities are particularly susceptible to trauma by way of living their everyday lives in a system that overemphasizes minds over bodies, masculinity over femininity, whiteness over any other race, able-bodies over bodies rendered as socially disabled, and the like [(71), p. 24].

They grasp these dynamics by focusing on three elements encompassed by zines which are absent in contemporary health-care systems: “(1) reimagined possibilities, (2) flexible frameworks for empowerment and (3) community support” [(71), p. 22]. Zines responding to this context are often designed for and by people who have been historically marginalized by and discriminated against in health-care settings, as a way to share their stories, to find recognition, and to gain a sense of agency over their experiences.

The creation and distribution of zines are a powerful means of addressing personal experiences within more structural issues as concise, readily and inexpensively made, and easy to share. Moreover, their visual design can be tailored to suit “a spectrum of learning styles,” and can take into account additional accessibility requirements, such as the “translation into tactile imagery to complement expected Braille translations.” [(71), p. 24]. Zines thus have the potential to broker meaningful connections, encouraging “both inspiration and empowerment of producers as well as readers” [(69), p. 49]. The equivocal and multifarious creative possibilities afforded by zines also offer a unique space in which to explore the contours of an altered lifeworld.



Community

Such explicitly arts-based projects may not be appropriate for everyone experiencing pain, however. At different times, and for different people, self-reflection on pain can be difficult and explicitly creative practices may not resonate. Where illness is associated with stigma, and when chronic pain is framed as a burden, people in pain may seek to avoid more direct or overt expression. Means of making sense of pain, in this context, may mean something altogether different. Researchers have explored the role of gendered social norms in experiencing and expressing pain, for example, revealing that men are less likely to seek social support and to share their painful experiences in certain socio-cultural contexts; gendered influences deeply impact how a person lives through and expresses their pain (72) and biases also affect pain assessment and treatment [e.g., (73, 74)]. The HOMEBASE project attends precisely to this context, as a “community-based project to reduce social isolation for men living with chronic pain” [(18), p. 13]. The project sets out “to offer every man suffering from chronic pain a community of care that extends beyond healthcare and into their communities to prevent social isolation and learn to live well with pain,” according to their own intuitive sense of how best to do so [(18), p. 13]. The project importantly recognizes that its accessibility depends upon attending to the specific needs of these men, and how they may wish, or not wish, to communicate about their pain. Hovey, as both researcher and participant in the project, describes the sense in which these men prefer “talking sideways”:

Men working together and talking sideways seems to be a preferred way of doing things. We want to get men together working on things and not address it through sharing your emotions, but coming together, becoming acquainted with each other, getting to know each other, trusting each other, and talking sideways (75).

Taking a more overtly emotional or creative approach would have run contrary to the inclinations of group members in this instance. Learning to live well with pain has, in this community context, involved recognition that a direct approach to addressing painful experiences may in fact make the project less accessible to those it would most benefit. The HOMEBASE approach involves connecting a man newly diagnosed with chronic pain with a buddy whose experienced perspective could “help them navigate the complexity of the pain world” (76). The contrast between making sense of pain with others and doing so alone can be stark:

When everything in our lives changes due to pain, when nothing is as it used to be (stuck in the liminal space) I feel exhausted, shattered, isolated and I do not know what to do anymore and I hide away from the world. Isolation creates an additional layer of pain leading to depression, despondency, feelings of loss, purpose and value [(18), p. 12].

In connecting with others through shared understanding of chronic pain, “there is transformation that occurs as patients become people again and are awakened by the multitude of challenges that lay ahead of them” [(18), p. 12]. The transformation that emerges here by no means replaces medical treatment of pain, but rather it is a transformation of lived sense. In this particular case, the as-structure is perhaps most importantly altered around perceptions of possibility:

As I recall my own reflections during this process although my levels of pain did not change, however, all other aspects of my life improved and continue to do so. The transformative possibilities keep unfolding [(18), p. 14].




CONCLUSION

In this article, we have discussed how, while the clinical encounter is an event that can heavily influence the way people make sense of their pain, the process of making sense of chronic pain necessarily continues outside of and beyond medical settings. The clinical encounter is typically focussed on medical treatment, and therefore draws from expressive tools like pain scales which tend not to facilitate more holistic understanding and connection—this is, after all, not what they were designed to do. Appropriate means of expressing pain, as part of this sense-making process, thus vary accordingly.

We began Part 2 of this article with a quote from Biss's remarkable essay (13) on her experience of pain scales. As Jurecic (77) astutely commentates,

Biss's essay suggests many reasons why the numerical pain scale is an inadequate gauge of experience. As a writer, she finds greater resonance in the metaphors of the Beaufort scale. The highest number on that scale, which represents hurricane-strength winds, is described in a single word: “devastation.” When Biss was devastated by chronic pain, she recalls that she could ward off devastation by repeating and “secretly cherishing the phrase, “This too shall pass.” She found solace not in numbers or faith, but in words, rhythm, and ritual.

We have here attempted to explore how imaginative expression—through means such as “words, rhythm, and ritual” —can be meaningfully employed to transform painful experiences beyond pain scales in medical settings. In particular, we have emphasized the significance of expression in intersubjective contexts. Through our critical-phenomenological understanding of imagination and expression, we sought to show that holistic treatment of pain must begin by enabling the person in pain to express themselves with respect to their particular lifeworld. Through an analysis of the as-structure, we summarized phenomenological insights that arise when taking the roles of creativity and imagination in painful expression seriously, as well as their transformative potential. We then explored examples illustrating how communities of people experiencing pain, as well as practitioners, can make such imaginative transformations possible by engaging with the material and relational conditions affecting painful lifeworlds.

The examples discussed in this article may not be suitable for all people experiencing pain. Indeed, the point of affording people the opportunity to meaningfully participate in these projects is that they are able to voice their own perspective; the project should be tailored to the priorities of those participating, and therefore a top-down, one-size-fits-all approach would precisely miss the point. Some people may still prefer to make sense of their own pain within the context of their existing lifeworld and connections. Given the lack of literature emphasizing the importance of imaginative expression within intersubjective contexts, however, we hope that our phenomenological contribution in this article will shed light on a potential avenue for those seeking structural solutions to the amelioration of pain.
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FOOTNOTES

1Key definition: Intersubjectivity

Intersubjectivity is the condition of being in the world alongside other subjects (i.e. other people). In the phenomenological tradition, the self is understood as intrinsically embodied and, by virtue of this embodiment, structurally related to other human beings—from basic interactions grounded in empathy to more complex social dimensions entailed by living together.

2Key definition: Expression.

Expression can be understood broadly as acts which convey some subjective meaning—often, but not always, communicating that meaning to others. Expressive modes include speech, gesture, bodily movement, musicality, the creation of art, and many other acts. The received meaning of any given expression can ambiguously deviate from its intended meaning, depending on the context of its reception. Nonetheless, perhaps especially in creative acts of poetry or artwork, this ambiguity can lend itself to the overall expressivity of the act.

3Key definition: Sense-making

In the context of phenomenology, sense-making is understood as the process by which individual and collective experiences become meaningful. While some aspects of sense-making take place on an unconscious level, being able to make sense of one's experiences consciously—in relation to objects, structures, and others in the world—enables one to act deliberately on the basis of lived experiences and to communicate it to others.

4Key definition: Phenomenology

Phenomenology is a philosophical tradition stemming from the work of German philosopher Edmund Husserl at the beginning of the 20th Century. It has developed into various different philosophical legacies, of which Existentialism and Hermeneutics are among the most prominent. While there are various internal philosophical debates within the phenomenological field, its various interpreters generally all maintain that the first-person perspective is primary in the production of knowledge. Lived experience is understood as integral to the sense-making processes of the self.

5Key definition: Lifeworld.

The lifeworld is the shared and communal world as experienced first-hand by the self in everyday life. Everyone has individual, perceptual, and social experiences that are foundational in the way they engage in the world thereafter. By emphasizing the importance of the lifeworld, phenomenology explores the experiential structures that underlie our immediate access to the world.

6Key definition: Critical phenomenology.

This emerging theoretical and methodological approach investigates lived experiences by explicating the role of socio-cultural, political, economic, and historical dynamics. Although inherently diverse, critical-phenomenological approaches recognize that human experiences are shaped by factors like discriminatory practices, social injustice, and structural violence. By considering these elements of experience as “quasi-transcendental”, critical phenomenology proposes a notion of the self that is neither neutral nor abstract.
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